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1Introduction
I also come from Harlem, a community of poor black people. 
I’ve had the opportunity to study these people and . . . I find
universality of discrepancies and differences. Race is not the
issue. The issue is human conditions.
Harold P. Freeman, MD
Medical director, Ralph Lauren Center for Cancer 
Care and Prevention, Harlem, New York1
Two fifty-year-old men arrive at an emergency room with acute
chest pain. One is white and the other black. Will they receive 
the same quality of treatment and have the same chance of recov-
ery? We hope so, but many experts today insist that their race 
will profoundly affect how the medical-care system deals with
them, and that the black patient will get much inferior care. Is 
this really true? And if so, why? Are differences in treatment 
due to deliberate discrimination or other (less invidious) factors?
This monograph critically assesses recent research bearing on
these questions. 
Interest in the determinants of minority health has grown con-
siderably since the publication of the Report of the Secretary’s Task
Force on Black and Minority Health by the U.S. Department of
Health, Education, and Welfare in 1985.2 The academic literature
falls into two categories. One line of inquiry emphasizes overt or
subtle racial discrimination by physicians. Research reports in this
category assert that many physicians treat their white patients 
2 THE HEALTH DISPARITIES MYTH
better than their minority patients on the basis of race alone. We
call this the “biased-doctor model” of treatment disparities.3
The other line of research focuses on the influence of so-called
“third factors” that are correlated with race. These factors can
influence care at the level of the health system, the physician, or
both. They include, for example, variations in insurance coverage
(insured versus uninsured versus underinsured; public versus
private health plans; profit versus not-for-profit health plans),
quality of physicians, regional variations in medical practices, and
patient characteristics (such as clinical features of disease, or
health literacy).
Of course, it is possible that both of these mechanisms—biased
doctors and third factors—could operate simultaneously. Practical
policymaking requires an inquiry into the relative contributions
of each. In our view, it is the third factors that generate the
strongest momentum in driving the differences between races in
both care and outcomes. Indeed, for answers to the race-related dif-
ferences in health care, it turns out that the doctor’s office is not
the most rewarding place to look. White and black patients, on
average, do not even visit the same population of physicians—
making the idea of preferential treatment by individual doctors a
far less compelling explanation for disparities in health. Doctors
whom black patients tend to see may not be in a position to pro-
vide optimal care. Furthermore, because health care varies a great
deal depending on where people live, and because blacks are
overrepresented in regions of the United States served by poorer
health care facilities, disparities are destined to be, at least in part,
a function of residence.
Yet the biased-doctor model has acquired considerable and
unmerited weight in both academic literature and the popular
press. It enjoyed a great boost in visibility from a 2002 report
from the Institute of Medicine (IOM), part of the National
Academy of Sciences, called Unequal Treatment: Confronting Racial
and Ethnic Disparities in Health Care.4 The IOM provides law-
makers with advice on matters of biomedical science, medicine,
and health, and issues high-profile reports written by panels of
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outside experts. Unequal Treatment was widely hailed as the
authoritative study on health disparities. It concluded that the
dynamics of the doctor-patient relationship—“bias,” “prejudice,”
and “discrimination”—were a significant cause of the treatment
differential and, by extension, of the poorer health of minorities.
Media fanfare greeted the IOM report in news stories bearing
headlines like, “Color-Blind Care . . . Is Not What Minorities Are
Getting” (Newsday); “Fed Report Cites ‘Prejudice’ in White, Minor-
ity Health Care Gap” (Boston Herald); and “Separate and Unequal”
(St. Louis Post-Dispatch).5 Virtually every story ran the triumphant
remark of Dr. Lucille Perez, then president of the National Med-
ical Association, which represents black physicians: “It validates
what many of us have been saying for so long—that racism is a
major culprit in the mix of health disparities and has had a dev-
astating impact on African-Americans.”6
There were a few dissenting voices. Among them was Richard
Epstein, law professor at the University of Chicago. In his article
“Disparities and Discrimination in Health Care Coverage: A Cri-
tique of the Institute of Medicine Study,” he wrote: 
The IOM study adopts exactly the wrong approach. . . .
Instead of dwelling [as the report does] on the Tuskegee
experiments as evidence of current biases that linger within
the system, I would trumpet the dedicated men and women
in the profession who are determined to help people of all
backgrounds and races deal with their health problems. . . . It
is a shame to attack so many people of good will on evidence
that admits a much more benign interpretation. . . . And there
are enough problems in the health care system even without
the genteel guilt trip that pervades the IOM study.7
But Professor Epstein was drowned out by numerous com-
mentators who implied or stated outright that current treatment
differences are a product of a harsh racial climate and personal
bias on the part of physicians. To read David Barton Smith, for
example, one would think it was only yesterday, rather than forty
years ago, that we stopped segregating hospitals and separating
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the blood supply by race. There “remain key parts of the unfin-
ished civil rights agenda,” writes the public policy expert at Temple
University, pending “enough federal will and national unity” to
resolve them.8
In this monograph, we evaluate the studies routinely put forth
as evidence of harmful discrimination. Because the IOM report
represents the most popular synthesis of the disparities literature,
we draw heavily on its analysis. We also examine evidence not
considered by the IOM panel.9 These additional findings indicate
that race-related variables, especially geography and socioeconomic
status, shine important explanatory light into the recesses of the
treatment gap. 
We conclude that the studies examined by the IOM panel—
consisting primarily of retrospective analyses of large health-
system databases—fail to make a persuasive case that physician
bias is a significant cause of disparate care or health status. In
short, the studies fall short in trying to control for the wide array
of factors that confound the influence of race on physicians’ treat-
ment decisions. Without adequate controls, it is simply not pos-
sible to distinguish care patterns that correlate with race from
those that are due directly to race. 
Indeed, as we will see, when researchers employ designs that
control for more third factors, the magnitude of any race effect
shrinks considerably, if it does not disappear altogether.
Furthermore, we challenge the validity of measures commonly
used to quantify health disparities and to calibrate the success of
efforts to improve minority health. (We refer here to the assess-
ment of relative care—that is, measuring the ratio of procedures
or other health services received by minorities compared with
whites.) One reason we question these measures is that the fact
that a group receives more services does not necessarily mean it
will have better health outcomes. For example, whites often
receive more invasive cardiac procedures than blacks, but among
blacks and whites admitted with heart disease, the death rate for
whites is not necessarily lower.10 Thus, if outcomes are the focus,
blacks are not necessarily being undertreated. Instead, whites are
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perhaps being overtreated in some instances—given procedures
that do not improve their prospects of surviving. Why might this
be? It has been suggested that because whites are (or are perceived
to be) more litigious, doctors practice defensive medicine with
them.11 In addition, whites are more likely to be insured, so doc-
tors have more incentive to order additional tests.12
Second, the focus on relative differences masks absolute mea-
sures of improved care and thereby sends the wrong message 
to policymakers. For example, a 2004 study found that black
patients with diabetes who attended a Bronx clinic were tested for
diabetic control 53 percent of the time; whites were tested 57 per-
cent of the time.13 This difference of four percentage points could
be considered smaller (and better) than the testing differential of
fourteen percentage points found at a Washington, D.C., clinic.
But a further look shows that 59 percent of blacks in the Wash-
ington clinic were tested, versus 73 percent of whites. In absolute
terms, the D.C. diabetics—both black and white—received better
care than their Bronx counterparts, but a narrow judgment based
on racial comparison alone suggests otherwise. 
Indeed, absolute improvements in treatment—if they occur in
all groups—will not close a gap. All boats will have risen, so to
speak. The minority group will have gained significantly, and
good news this surely is; but the measure of success is obscured
if one fixates on relative measures. For example, after the
Department of Health and Human Services (HHS) implemented
three-year (1999–2002) locally based projects in each state to
help underserved populations overcome “healthcare system and
sociocultural barriers” to care, evaluators found they could not
document a reduction in statewide disparities, in part because the
health of whites improved along with those of minority groups.14
Although these projects were successful in improving overall
community health, they failed to reduce racial disparities per se. 
Conversely, a misplaced focus on narrowing of disparities can
obscure deficiencies in care. Amal Trivedi and colleagues at
Harvard, for example, found greater improvements in black
patients than whites in receipt of required tests and treatments
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(for example, eye exams for diabetics or beta-blocker after heart
attack) over a six-year period.15 The good news about the nar-
rowed black-white differentials, however, was somewhat offset by
the fact that neither white nor black patients, all of whom were
enrolled in Medicare managed-care plans, received the tests with
optimal regularity. 
Unfortunately, many scholars who address the disparity prob-
lem neglect the bigger picture. As David Mechanic, a world
authority on health-care practices, laments, “Increasingly, much of
the policy discussion is focused on whether disparities are
increasing or decreasing and less so on which interventions can
bring about the largest health gains for all.”16 He points to
black/white infant mortality ratios as an example. From 1980 to
2000, black infant deaths decreased by over one-third, but
because white deaths decreased more, the ratio of black/white
mortality actually increased. 
“Simply focusing on ratios misses important advances,”
Mechanic writes, “and may confuse us as to what is and is not
worth undertaking.”17 In general, he points out, health conditions
amenable to improvement through technology will inevitably
benefit the most advantaged individuals and groups first because
they have the knowledge, resources, and networks to gain access
to them most quickly. 
This is a powerful illustration of how a narrow concentration
on race distracts from the reality that the largest overall gain in
population health comes from targeting disparities linked to
socioeconomic class.18 True, race and class are intertwined and in
some contexts can be proxies for one another, but they are both
associated, independently, with health status. In fact, class makes
a much greater contribution than race. 
Consider the national data on mortality from heart disease.
Adults in the bottom quarter of the income distribution are two to
four times as likely to die from heart disease as those in the top
quarter. The differences between blacks and whites are minor by
comparison—the black death rate exceeds the white by only one-
fifth.19 And middle-class blacks are much less vulnerable to fatal
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heart disease than low-income whites. Put another way, controlling
for income, blacks have higher mortality than whites; but low-
income blacks have more in common with low-income whites than
with middle-class or wealthier blacks. Thus, the socioeconomic
differences between racial groups are largely responsible for dispar-
ities in health status between whites and blacks.20
The misplaced emphasis on relative care calls too much attention
to the sensational but unsubstantiated idea that racial bias is a
meaningful cause of health disparities. Not only is the charge of bias
divisive, it siphons energy and resources from endeavors targeting
system factors that are more relevant to improving minority health:
expanding access to high-quality care and facilitating changes in
individuals’ lifestyles and their capacity to manage chronic disease.
From this perspective, proposed race-based remedies for the treat-
ment gap—such as racial preferences in admission to medical
school, racial sensitivity training for doctors, and legal action using
Title VI of the Civil Rights Act—become trivial or irrelevant at best,
and potentially harmful at worst.21
Given the enormous political emphasis on racial disparities, we
are compelled to respond to those who see treatment differences
through a racial lens and design health-care policies accordingly.
But a true public health solution to inadequate care—one that
seeks to maximize the health of all Americans—would more
properly target all underserved populations, irrespective of group
membership. Success would be reflected in the improved health
of these communities; and, because many of them happen to
comprise large numbers of minorities, racial and ethnic care dif-
ferentials would diminish as well.
81
Public Health Cast as Civil Rights
Just before Christmas 2003, the Agency for Healthcare Research
and Quality, of the U.S. Department of Health and Human Ser-
vices (HHS), released the National Healthcare Disparities Report.1 It
documented an all-too-familiar problem: the poorer health status
of individuals on the lower rungs of the socioeconomic ladder,
and the often inadequate treatment they receive compared to peo-
ple with more resources and education. 
The report sparked a heated controversy over whether HHS
had downplayed the charge of racial bias in the health-care
system. At issue were revisions made to a prepublication draft
shortly before its release. Those included use of the more neutral
word difference instead of disparity to describe discrepancies
between the health of whites and minorities. This might seem like
an innocuous substitution, but it was not. In public health circles,
the word “disparity” has come to connote unfair difference due to
a patient’s race or ethnicity. It “has begun to take on the implica-
tion of injustice,” observed epidemiologist Olivia Carter-Pokras at
the University of Maryland.2 Architects of the agency report,
however, argued that the neutral term, difference, more accurately
described their findings.3
The switching of difference and disparity prompted Henry
Waxman, ranking minority member of the House Government
Reform Committee, to send a harsh letter to Tommy Thompson,
then HHS secretary. The word substitution, Waxman wrote,
“alter[ed] the report’s meaning . . . and fit a pattern of the manip-
ulation of science by the Bush Administration.”4 The revision also
set alarm bells ringing among a range of constituencies. “By
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tampering with the conclusions of its own scientists, HHS is
placing politics before social justice,” wrote members of the
Congressional Black Caucus, Congressional Asian Pacific Ameri-
can Caucus, and Congressional Hispanic Caucus in a joint press
release.5 The National Medical Association pronounced itself
“appalled.”6 Physicians for Human Rights bemoaned “remov[al]
from the text [of] any inference of prejudice on the part of
providers, and [its] focus on individual responsibility for 
disparities.”7
The critics who scolded HHS for its revised executive sum-
mary cited the 2002 Institute of Medicine (IOM) report as proof
that bias was common among physicians. While the IOM report
did acknowledge the roles of other factors in minority health, it
placed heavy emphasis on the failure of the medical profession to
purge its ranks of prejudice—a shortcoming that was, as the
report put it, “rooted in historic and contemporary inequities.”8
Although the IOM report is now the most widely cited source
for this claim, it was hardly the first to make the argument. A
decade earlier, in The Journal of the American Medical Association,
Secretary of Health and Human Services Louis Sullivan cast
minority health as a civil rights issue, writing, “There is clear,
demonstrable, undeniable evidence of discrimination and racism
in our health care system.”9
The Reverend Al Sharpton warned in 1998 that “health will be
the new civil rights battlefront”; that same year, President Clinton
remarked in a radio address delivered during Black History
Month that “nowhere are the divisions of race and ethnicity more
sharply drawn than in the health of our people,” and speculated
that one of the causes might be “discrimination in the delivery of
health services.”10 In its 1999 annual report to Congress and the
White House, the U.S. Commission on Civil Rights concluded
that “racism continues to infect our health care system.”11
Recently, Senator Ted Kennedy urged that “greater resources
should be given to the HHS Office for Civil Rights.”12 And, in 
an especially alarmist tone, Marian Wright Edelman of the
Children’s Defense Fund told the 2005 graduating class of Colgate
10 THE HEALTH DISPARITIES MYTH
University that “the new racism that is seeping across our country
is wrapped up . . . in racial disparities in health.”13
We question the charge that episodes of doctor-patient mis-
communication or assumptions physicians make about their
patients are the product of doctors’ ill will toward minority
patients or disregard for them—sentiments implied by words like
“bias” and “prejudice.” Moreover, evidence (such as it is) that
physicians’ biased behavior is a major driver of disparate treat-
ment is dwarfed by the undisputed and sizable effects of access 
to care and quality of care.14
Yet the social justice perspective often frames the issue of
minority health. For example, introducing the Health Care Equal-
ity and Accountability Act in 2003, Senator Tom Daschle cited the
need to correct doctors’ “bias,” “stereotyping,” and “discrimina-
tion.”15 The American Medical Association felt moved to reaffirm
its “long-standing policy of zero tolerance [toward] racially or
culturally biased health care.”16 The American Public Health
Association “call[ed] on the President and the Congress of the
United States to recognize and promote legal redress for discrim-
ination in health and health care.”17 On the research front, the
National Institutes of Health are funding research on “the effect 
of racial and ethnic discrimination on health care delivery.”18
In some medical schools, “racial sensitivity” training is now
required.19 And, in 2005, New Jersey was the first state to pass a
law requiring doctors to receive so-called “cultural competency”
training as a condition of obtaining or renewing their licenses to
practice medicine.20
These institutional mandates and practices legitimate the
“biased-doctor model” of health disparities. We regret this,
although we do believe that responsible clinicians should be
aware of the potential for cultural misunderstandings between
themselves and their patients. In fact, the IOM report may serve a
useful consciousness-raising function, prompting doctors to ask
themselves whether they are giving every patient the opportunity
to benefit from treatment and to discuss complex issues, where
appropriate, with them.21 But, to the extent to which the IOM
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report is interpreted as evidence of widespread racial bias in the
medical system, we believe its value is offset by the harmful con-
sequences of this false conclusion. 
Disparity: Difference versus Inequity?
The word “disparity” has various definitions, ranging in meaning
from value-neutral imbalance to unfair and pernicious differ-
ence.22 One of the earliest appearances of the term was in the
1985 Report of the Secretary’s Task Force on Black and Minority
Health, published by the U.S. Department of Health, Education,
and Welfare (now HHS), where it referred to “excess deaths”—
that is, the number of deaths observed in minority populations,
subtracted from the number of deaths that would have been
expected if the minority population had the same age- and sex-
specific death rate as the non-minority population. In 1999,
Harold Varmus, director of the National Institutes of Health
(NIH), established a working group to address the problem of
health disparities. That group was the first to devise an NIH
definition of health disparities: “Differences in the incidence,
prevalence, mortality, and burden of diseases and other adverse
health conditions that exist among specific population groups in
the United States.”23 Note that this definition is causally neutral,
avoiding the question of what produces these differences.
The following year Congress established the National Center
on Minority Health and Health Disparity. Its mission was to lead
the NIH in its “effort to reduce and ultimately eliminate dispari-
ties,” and assess its success in meeting the goal.24 The center
defined disparities as differences “in the overall rate of disease
incidence, prevalence, morbidity, mortality or survival rate in a
specific group compared to the general population.”25 Again, the
language is silent on the question of causation.
Other government definitions reiterated the basic theme of
neutral difference. For example, the Healthy People 2010 report
published in 2000 by HHS regarded disparities as “differences
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that occur by gender, race or ethnicity, education or income, dis-
ability, living in rural localities or sexual orientation.”26 And 
the Human Resources Services Administration, part of HHS, and
the Minority Health and Health Disparity Research and Education
Act of 2000, used the term to designate race-related differences 
in incidence of disease, access to care, or health outcome.27
Departing somewhat from cause-neutral definitions, the IOM
report defined disparities as “racial or ethnic differences in the
quality of health care that are not due to access-related factors or
clinical needs, preferences and appropriateness of intervention.”28
While this did not necessarily mean that “bias,” “prejudice,” or
“discrimination” must therefore account for differences in care
that remained after “access-related factors or clinical needs, pref-
erences and appropriateness of intervention” were accounted for,
this was how the IOM interpreted them—an interpretation, as we
will see, that was virtually preordained by the language Congress
used to commission the report. In short, the IOM definition
excluded every “good” reason for differences, so that only “bad”
reasons were left. In his 2005 book, Thomas LaVeist, director of
the Center for Health Disparities Solutions at Johns Hopkins
School of Public Health, made the point sharply, defining dispar-
ities as “racial/ethnic differences in outcomes or quality of care
that are indicative of injustice within the health care system or in
the behavior of health care providers.”29
Thus, with the definitional shift of “disparity” from being an
observable difference to a moral failure, minority health was
transformed from a public health issue into a civil rights issue.30
13
2
The IOM Report
As we’ve already discussed, the 2002 Institute of Medicine report
was largely responsible for legitimizing the notion that racism
among doctors is widespread. We do not believe that conclusion
was well-founded. 
In an interview on PBS’s NewsHour with Jim Lehrer, Dr. Adewale
Troutman, director of the Louisville Metro Health Department,
illustrated the biased-doctor model well. Disparities, he said, have
a lot to do with several factors, including what has recently
been discovered as an issue of discrimination, potential
racism, stereotyping and bias within the health care delivery
system as defined by the Institute of Medicine report pub-
lished in 2002. . . . And that may be a part of the answer as
to why the black-white mortality gap has continued over
these many years. But that particular aspect of healthcare
that says that when you go into a provider, whether it’s a
hospital or an individual practitioner, and you happen to
look a certain way—and there is a belief based upon the
IOM report that there is provider attitude, whether it’s
conscious or unconscious and/or whether it’s institutional-
ized racism that, in fact, dictates the kind of care that an
individual is going to get.1
A strong claim—but is it true? We think not. There is insuffi-
cient empirical basis for Dr. Troutman’s conclusion about physi-
cians and his endorsement of the IOM conclusions. Before we
address the nature and limits of the evidence put forth by the
IOM, let us consider the ways in which its analysis and interpre-
tation were influenced by its mandate. 
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The IOM report was commissioned by Congress in 1999 to
determine whether differences in treatment exist when patients of
any race or ethnicity have equal access to care. The panel was
given two mandates. First, to “assess the extent of racial and eth-
nic differences in healthcare that are not otherwise attributable to
known factors (e.g., ability to pay or insurance coverage)” and,
second, to “evaluate potential sources of racial and ethnic dispar-
ities in healthcare, including the role of bias, discrimination, and
stereotyping at the individual (provider and patient), institutional,
and health systems levels.”2 The report panel, which comprised
physicians, epidemiologists, social scientists, health economists,
and administrators, commissioned additional outside experts to
summarize peer-reviewed literature and government publications
on health care and minorities. 
In asking the IOM panelists to hold obvious determinants of
treatment constant while having them focus on the potential “role
of bias and discrimination” in health-care disparities, Congress
practically invited them to interpret treatment discrepancies as
evidence of bias. Simply put, if the IOM assumed that there were
no benign explanations for disparities, then the only possible
cause must be bias. Instructing the panel to hold major determi-
nants of disparities constant had the effect of discounting them
(and thus distorting the basis for policy recommendations).
Because of these pressures, we believe, the panel erred in putting
too much confidence in studies that were never designed by their
authors to identify discrimination.
Missing Variables
The most rigorous studies reviewed by the IOM sought to control
for confounding clinical or economic variables, such as concurrent
illness, supplemental insurance, or patients’ refusal to undergo pro-
cedures. But because most of the studies were retrospective and
relied upon chart review or large Medicare administrative data-
bases, many such variables could not be captured.3 And as the 
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IOM report itself acknowledges, the more confounding variables
were identified, the smaller the differential between whites and
minorities became: “Almost all of the studies reviewed here find
that as more potentially confounding variables are controlled, the
magnitude of racial and ethnic differentials in care decreases.”4
Some studies were more scrupulous than others in accounting
for potential determinants of treatment, but even so, a treatment
differential often remained. For instance, Saif Rathore and Harlan
Krumholz (both of the Yale School of Medicine) identify four cat-
egories of information as potential explanations for differences in
care: eligibility, contraindications, confounding, and patient pref-
erences. Eligibility and contraindications refer to patients’ clinical
fitness for a procedure. Some of these variables are generally
recorded, such as comorbid conditions and severity of disease at
the time care is sought. Others are often missing from adminis-
trative databases—for instance, EKG subtleties, position of occlu-
sion in carotid and coronary vessels, coronary ejection fraction,
and pulmonary function test performance—even though they fig-
ure importantly in physician decision-making. 
Moreover—and this is key—these unrecorded variables do vary
by race and ethnicity. Note, for example, the well-documented fre-
quency with which coronary angiograms of black patients show
less anatomical suitability for intervention—either lesions in the
vessels are too diffuse for angioplasty, or the patients have a higher
incidence of normal-appearing vessels, despite the clinical appear-
ance of having suffered acute myocardial infarction (heart attack).5
An examination of records, therefore, could suggest a racial bias in
treatment simply because coronary angiograms are less often given
to black patients, and the records themselves do not indicate the
reasons for those treatment decisions.
In addition to patient-level variables, other influential factors
demand consideration. Geographical variations can occur, for
instance, in practice patterns, quality of health centers, availability
of subspecialists, adequacy of pharmacy stocks, or use of profit
versus not-for-profit programs. There are differences in provider
characteristics, such as qualifications or scope of providers’ referral
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networks, and hospital-to-hospital variations in number of patients
treated or procedures performed, on-site technology, nurse-to-
patient ratio, and so on.6 These dimensions went largely unexam-
ined by the IOM panel because it relied on data from analyses using
national samples that contained no geographic identifiers, or that
based conclusions about the entire country upon data drawn from
a single area or hospital. Further, other regional covariates, such 
as medical malpractice risk exposure, reimbursement rates, and
managed-care enrollment rates, are necessarily excluded from these
kinds of studies.7 Even in studies that do control for regional vari-
ation, there are open questions about how finely regions have to be
delineated to account for differences on the local level. 
Consequently, the panel concluded that treatment differences
occur everywhere, and that they are manifest for all kinds of care.
But this conclusion was in error, as other studies indicate. Baicker
and colleagues at Dartmouth College, for example, have shown
important regional inconsistencies in treatment. One region might
display wide race disparities in some procedures, such as hip
replacement or back surgery, smaller discrepancies in bypass, and
almost no gap in mammograms.8 Does that mean that doctors in
the region who perform hip replacements are biased, but cardiac-
care doctors are not? Or is it possible that there are other, benign
reasons for those statistical disparities? 
Missing variables are not the entire story, however. Other kinds of
evidence are necessary to bestow a fuller picture of the dynamics
involved in treatment differences; without them it is difficult to have
confidence in the IOM’s claims about bias on the part of providers.
Prospective Studies
To perform an accurate assessment of the complex relationship
between race and medical care, we need many more prospective
studies that ask doctors and patients about how they make deci-
sions to offer and to accept, respectively, particular treatments. The
following vignette shows how difficult it is to interpret “bias” in
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medical records without an accompanying narrative from the
clinician:
Kathy A. is a nurse practitioner in a public health clinic near
Washington, D.C. She treats many young African-American
women. As part of the routine gynecological exam she asks
them whether they had a PAP smear within the last two
years. Typically, they say yes, and Kathy A. does not per-
form one. When she started looking through records sys-
tematically, Kathy A. realized that many of the women who
said they had had a PAP smear never actually did. Soon she
realized that many of the patients had mistaken a genital
swab for STD for a PAP smear and has since kept this in
mind during her history-taking (not to mention intensified
her ongoing plea to the clinic director for computerized
record-keeping).9
The innocent—though avoidable—mistake made by Kathy A.
occurs daily in many inner-city clinics. On chart review, Kathy A.
would appear to be a (white) clinician who was shortchanging
black patients by not offering a routine PAP smear. But to allege
that her error was borne of ill will, “prejudice,” “bias,” or “dis-
crimination” is misguided. Indeed, asking doctors why they did
not order a particular test could yield explanations such as the
one offered by Dr. Gary Curhan. Writing in JAMA about workup
for first-time kidney stones, he said, “If the patient is uninterested
in making long-term lifestyle changes or taking medication, then
I do not proceed with an evaluation [for a first stone.]”10 Instead,
he treats symptoms, like pain, but does not seek the cause of 
the stone. In other words, the physician decides to undertake 
an expensive workup only if a patient is invested in cooperating
with the diet and other lifestyle changes needed to improve 
his condition.
Or consider the situation that confronts many nephrologists.
As a patient progresses from stage four to stage five chronic kid-
ney disease, the doctor or social worker is responsible for inform-
ing him or her of the options for renal replacement therapy.
Ideally, the patient should be presented with three major options:
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hemodialysis, peritoneal dialysis, or transplantation. Each of these
has advantages and disadvantages, and patients are not equally
suited for all. For example, patients with histories of poor com-
pliance with treatment regimens might not be the best candidates
for transplantation, since compliance with immunosuppressive
therapy is critical to maintaining a functioning organ. In such a
case, the physician or social worker may (consciously or uncon-
sciously) present the options for transplantation in a way that
“steers” the patient toward one or away from another.11
These examples highlight the social characteristics of patients
as potential determinants of care. In his sweeping book, The Status
Syndrome: How Social Standing Affects Our Health and Longevity,
epidemiologist and physician Sir Michael Marmot documents the
importance of factors that are not readily measured by disparity
researchers—in part because their accounting requires time-
consuming, face-to-face interviewing.12 For example, Marmot
emphasizes the importance of personal autonomy and control
over one’s life circumstances. With respect to treatment per se, it
is not surprising that patients with chaotic lifestyles—an often
inevitable aspect of living in or near poverty, irrespective of race—
are not going to be good candidates for ongoing care requiring
complex regimens. 
Audit Studies
Without an experimental design in which all patients have equal
access to the same range of services and expertise, it is very hard
to know how to interpret differentials in care. An audit study, in
theory at least, would help resolve this design barrier. Audit stud-
ies are highly controlled, labor-intensive investigations in which
only one variable—race, in this case—is altered while access to a
particular treatment, clinical appropriateness of the treatment,
and patient desire for it are all held constant.
Unfortunately, there are very few audit studies of health-
disparities research. Even more unfortunately, the findings of one
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of them have been badly misrepresented by its author. In 1999,
Kevin Schulman and colleagues at Georgetown University School
of Medicine published an audit study in the New England Journal
of Medicine.13 Briefly, the team made videos of black and white
actors playing patients with chest pain. About seven hundred
physicians viewed these tapes and were asked whether they
would refer the patients to catheterization. The actor-patients
were dressed in hospital gowns and described identical symp-
toms, had the same EKG findings, and the same health insurance. 
Schulman himself erroneously stated to the press that the black
patient-actors in the study were 40 percent less likely to be
referred to catheterization, and explicitly attributed the discrep-
ancy to bias.14 The 40 percent estimate appears to have been
based on a misapplication of statistics, as demonstrated by a recal-
culation of the Schulman data by a team at the White River
Junction Veterans Affairs Medical Center in Vermont.15 More
accurately, white men, white women, and black men were
referred at the same rate of 90 percent. The two black women
actor-patients in the study were referred at a mean rate of only 
80 percent, largely due to the low referral rate for one of them—
probably a reflection of her unconvincing acting rather than
anything else. In all, the probability of referral for all black actors
in the Schulman study was 7 percent lower than for whites, not
40 percent. As the White River Junction team wrote in the New
England Journal of Medicine several months after publication of the
Schulman article, “These exaggerations [of 40 percent] serve only
to fuel anger and undermine the trust between physicians and
their patients.”16
Though there ended up being little difference in referral rates,
the Schulman study galvanized the press. Perhaps the most
inflammatory report appeared on the ABC news program
Nightline. Here is how Ted Koppel introduced the segment: 
Last night we told you how the town of Jasper, Texas, is
coming to terms with being the place where a black man
was dragged to his death behind a truck by an avowed
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racist. Tonight we are going to focus on [doctors] . . . who
would be shocked to learn that what they do routinely fits
quite easily into the category of racist behavior.17
Race Comparison Between Doctors
A third kind of study valuable for understanding race-related
factors in treatment compares care provided by white and black
doctors to white and black patients. For example, evidence that
doctors of both races treat black patients similarly, say, in terms of
rate of referral for catheterization—even if both refer black
patients less often than they do white patients—would cause us
to question a charge of bias. We are aware of only one study that
has analyzed data with this question in mind.
Jersey Chen and colleagues at Yale University analyzed data
from the Cooperative Cardiovascular Project.18 They evaluated
forty thousand Medicare beneficiaries hospitalized for acute
myocardial infarction in 1994 and 1995 to determine whether
differences between black patients and white patients in the use
of cardiac catheterization within sixty days after acute myocardial
infarction varied according to the race of their attending physi-
cians. Black patients had significantly lower rates of cardiac
catheterization than white patients, regardless of whether their
attending physician was white (38.4 percent rate of catheteriza-
tion for black patients, versus 45.7 percent for whites) or black
(38.2 percent versus 49.6 percent). 
There was no significant interaction between the race of the
patients and the race of the physicians in the use of cardiac
catheterization, strongly suggesting that racial bias was not at
issue. Critics of the Chen study, however, have suggested that the
predominantly white cardiologists to whom the black internists
referred their patients exhibited racial bias by undertreating the
black patients.19 To this Chen and colleagues reply by noting 
this would mean that black attending physicians concurred with
and supported racially biased decisions—a scenario they believe
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unlikely.20 Moreover, the adjusted mortality rate for black patients
was lower than, or similar to, that of white patients for up to three
years after the infarction, suggesting that the care received by the
patients, even if it was different, was equally effective. 
The mortality outcome in the Chen study raises an often-
overlooked and somewhat counterintuitive point: Differences in
care do not inevitably translate into differences in outcome.
Granted, lower death rates (mortality) may not reflect less sickness
while alive (morbidity). Indeed, Padma Kaul of the University of
Edmonton and colleagues did report evidence of poorer function-
ing within six months of acute myocardial infarction for black
patients due to their lower rates of bypass surgery compared to
whites.21 Nonetheless, it is not always safe to assume that not
undergoing a procedure inevitably causes harm. We should not
reflexively interpret these differences as signs of inferior treatment. 
The results of the RAND Health Insurance Experiment—a
landmark study conducted between 1974 and 1982 to discover
how much more medical care people will use if it is provided 
free of charge—are instructive. By randomly assigning subjects 
to different insurance arrangements, the researchers were able 
to prompt different levels of care and expenditures unrelated to
the subjects’ underlying health characteristics. By and large, the
RAND research suggests that, in many contexts, increased treat-
ment and expenditure levels do not translate into systematically
better health.22
Outcome Studies
Chen’s finding of comparable mortality for blacks and whites is by
no means unique. In fact, according to a Kaiser Family Foundation
review of cardiac care studies, the overwhelming majority found no
mortality differences between races despite lower rates of proce-
dures for blacks.23 Writing in Medical Care in 2005, Amber E.
Barnato of the University of Pittsburgh and colleagues found 
that black patients had a lower risk of dying within thirty days of
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admission to treat acute myocardial infraction than clinically
equivalent white patients at the same hospital. They observed this
pattern despite the lesser likelihood of black patients receiving inva-
sive care.24 A 2005 study in the New England Journal of Medicine
examined almost six hundred thousand “ideal candidates” for cardiac
procedures from the National Registry of Myocardial Infarction from
1994 to 2002. Though white men underwent reperfusion (for exam-
ple, balloon angioplasty or clot-dissolving treatment) more often than
other groups, the thirty-day in-hospital mortality was no less for
them than for black men and white women.25
One possible explanation is that catheterization may be over-
used in white men, meaning that the procedure is performed even
when it will probably not benefit patients, because, as suggested
earlier, doctors are practicing defensively to avoid liability.26 Thus,
higher frequency of invasive medical intervention and rates of
coverage do not inevitably translate into better health.27
Recently, however, the pattern has been changing, showing greater
mortality for blacks after acute myocardial infarction. Skinner and
colleagues found a greater ninety-day mortality in a nationwide
Medicare sample, which they attributed to the fact that the care of
black patients was concentrated in hospitals that provide lower-
quality care.28 As Marc Sabatine of Harvard Medical School and
colleagues demonstrated, though, quality of inpatient care is not the
sole explanation. In his study, blacks and whites received similar
protocol-driven care, yet six-month mortality was higher among
black patients.29 The authors speculate about the roles of “multiple
socioeconomic and cultural factors undoubtedly at play.”30
Discerning the rate of use that represents the highest quality of
care is essential, because the remedy for differing rates of treat-
ment due to unnecessary care in one group will not be the same
as that for discrepancies based on underuse of needed care in
another. The overtreatment of whites, however, can still coexist
with the undertreatment of minorities. Researchers at Albert
Einstein College of Medicine examined this possibility explicitly
by analyzing New York State Department of Health data for
12,555 patients admitted to New York City hospitals with heart
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attack. They found that whites had higher rates of angioplasty and
bypass grafting than blacks (25.2 percent versus 15.8 percent),
though death rates during hospitalization for both groups were
comparable. The death rate among blacks who did not receive
bypass was similar to that of whites, suggesting that blacks were
not inappropriately denied access to the procedures. Data on
complications and course of recovery were not reported.31
When access to care is good and quality of care and patient
characteristics are relatively uniform—such as in military health-
care systems—racial disparities in care after controlling for the
extent and severity of the disease are negligible.32 A number of
studies have documented comparable use of cardiovascular, pul-
monary, and oncological procedures in black and white patients
treated by the Veterans Affairs medical system.33
Others have shown similar or slightly better mortality rates 
for blacks compared to whites, despite receipt of fewer interven-
tional procedures, such as catheterization and endarterectomy.34
Notably, neonatal and infant mortality was found to be equal for
white and black babies born to parents enlisted in the military; in
the general population, black infant deaths are at least twice as
frequent.35 Suggested explanations for these phenomena include
greater access to care and follow-up visits; more similarity
between races within the Veterans Affairs patient population com-
pared to the general population in terms of income and medical
comorbidity, health-related attitudes, and higher quality of care;
and monitoring of standards at Veterans Affairs medical centers
affiliated with medical school and residency training programs.36
Thus, there are many explanations for the treatment gap. More
of the kinds of studies just described—detailed prospective studies,
audits, black-white doctor comparisons, and outcome analyses—
are necessary to better understand physician decision-making.
Nonetheless, many medical schools, health philanthropies, policy-
makers, and politicians are proceeding as if physician “bias” were
an established fact. In the following chapters we explore additional
possible explanations for health disparities for which studies need
to account.
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Bias?
The claim that physicians’ “bias” or “prejudice” toward minority
patients is a fundamental dynamic driving health-care disparities
is explosive—but we believe it is unproven and improbable 
and, as we have discussed, distracts from other factors influenc-
ing the nature of care patients receive. In the end, inferences
about bias basically come down to an absence of sufficiently clear
benign explanations for differences in care. Theoretically, this
makes sense, but in practice no studies that we are aware of meet
the burden of accounting for the panoply of factors that influence
care. From a research standpoint, then, bias is largely a diagnosis
of exclusion.
Thus, when studies find a persistent treatment gap after
attempts to account for some of the obvious variables, we are left
in ambiguous territory with much room for speculation. This is
why it is imperative that researchers who are trying to identify
bias within the doctor-patient interaction define their terms
clearly and weigh alternative hypotheses. 
According to popular understanding, bias may be conscious or
unconscious in origin. Conscious bias underlies a knowing act—
a deliberate effort to disadvantage members of one group solely
because of who they are.1 Unconscious bias, on the other hand,
denotes an automatic or “implicit” assumption based on race or
ethnicity. If the assumption is unflattering—for instance, that the
patient will not adhere adequately to treatment, is not well-
educated, or abuses alcohol—it is called negative stereotyping.
Saif Rathore and Harlan Krumholz have noted vagueness in the
use of the term “bias.” They cite a “lack of framework” for interpreting
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reports of variations in health-care use by race and ethnicity but
finally conclude that “racial bias with adverse consequences in health
care may be inferred if a racial variation in treatment . . . persists after
accounting for health care system factors.”2
Economists Ana Balsa, Thomas McGuire, and Lisa Meredith
have attempted to parse the mechanisms by which treatment
differences can result from an encounter between a doctor and
patient.3 The authors identify three mechanisms. The first and
most blatant is overt prejudice. The prejudiced doctor would,
presumably, be unwilling to treat patients from the disfavored
group, either by avoiding practice in certain communities alto-
gether or deliberately spending less time with them during visits.
If he were required to treat them, he might give inferior care. The
other two mechanisms, labeled “uncertainty” and “stereotyping,”
are kinds of inferences that arise from the mental shortcuts doc-
tors routinely take in the face of incomplete information.
Balsa, McGuire, and Meredith recognize two versions of uncer-
tainty. The first is miscommunication. This arises when the doctor
has difficulty interpreting a patient’s report of his symptoms:
Individuals in same-race doctor-patient pairings, it is suggested,
understand one another better than those in mixed-race ones. In
turn, poor communication leads to differential care, with adverse out-
comes for minorities. The authors call this “statistical discrimination,”
based on a concept first elaborated in the workplace, wherein white
employers have an easier time assessing the productivity of white
workers. (This is somewhat different than the standard definition of
statistical discrimination, which means making a determination
about an individual based on the average attributes of his group.)
The other form of uncertainty is called “rational profiling.” This
is a decision-making shortcut normally used in the presence of
ambiguous or inadequate information. Here, the doctor knows
from his own experience or the medical literature that the fre-
quency of particular health problems and the effects of treatments
can differ across races. Thus, he will consider medically relevant
probabilities associated with race in diagnostic and treatment
decisions—an example being the faster progression to renal
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complications in blacks with high blood pressure than in hyper-
tensive whites. 
Stereotyping, according to Balsa, McGuire, and Meredith, is
another decision-making shortcut. It involves the reliance of doc-
tors on negative assumptions about individuals from minority
groups. Much-cited examples are found in studies by Michelle
van Ryn and colleagues, wherein physicians were presented with
clinical vignettes and asked to make inferences about patients of
different races portrayed.4 Despite similarity of information pro-
vided, the authors found that doctors were significantly more
likely to expect black patients to dismiss medical advice, to be less
likely to comply with rehabilitation, and to be more likely to
abuse drugs and alcohol. 
The distinction between rational profiling and negative stereo-
typing does not strike us as sufficiently clear—after all, some
unflattering assumptions may simultaneously be rational ones.
Balsa and colleagues seem to be blurring the distinction between
factual judgments and value judgments or moral assumptions.
Generalizations about compliance, for example, especially by a
physician who is well-acquainted with the clientele of his com-
munity, may well be factual and negative. Though poor compli-
ance is an undesirable characteristic in a patient, that doesn’t
mean the doctor inevitably dislikes his noncompliant patients or
will treat them less competently.
Consider Dr. Neil Calman, an internist at Albert Einstein
College of Medicine in New York City. In an essay in Health Affairs
subtitled “A White Doctor Wrestles with Racial Prejudice,” 
Dr. Calman flagellates himself for his “prejudice,” which surfaced
when he began caring for a black patient named Mr. North.5
Dr. Calman describes being made to feel “vulnerable” during the
first visit by Mr. North, who, the doctor knew, had been recently
released from jail. The patient towered over him, spoke in a deep
bass voice, and did not remove his reflecting sunglasses. It turned
out, contrary to Dr. Calman’s expectations, that Mr. North was
highly conscientious about his health, kept all his appointments,
and maintained careful records of his myriad medications. This
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surprised Dr. Calman, and he felt guilty about that. But that does
not mean his assumptions about the patient were entirely
unfounded, or that he was prejudiced. He felt uneasy during the
initial visit because Mr. North was, in fact, acting like an intimi-
dating ex-convict. And despite his unease, there is no evidence
that the care he provided Mr. North was diminished by these feel-
ings. Dr. Calman had worked for a quarter-century as an inner-city
family doctor who, in addition to giving high-quality treatment,
regularly took on social work tasks—for instance, finding a home
for the children of one his patients, a single mother dying of AIDS.
If this compassionate, devoted, and introspective doctor is “preju-
diced,” as he calls himself, we clearly need more like him.
Thus, we question whether negative assumptions about
patients are the automatic equivalents of prejudiced attitudes (clas-
sically defined as hostility and rigidity and erroneousness). After
all, unfavorable impressions can simply reflect realistic group
differences in patterns of disease and behavior and imply noth-
ing about the moral disposition of the person who holds such 
an impression. Indeed, if the doctor’s assumptions are unaccom-
panied by ill will, are paired with efforts to compensate for an
unfavorable perception of the patient (such as of poor compli-
ance), and are amenable to change as the doctor sees, for exam-
ple, a particular patient becoming more conscientious, then is this
really prejudice? What harm has been done? 
For example, if a physician assumes that a patient will not
comply with triple therapy for HIV and simply forgoes the med-
ication, he has acted unethically—even if he feels no ill will
toward the patient. But giving the patient a compliance “trial,”
wherein the patient must at least keep a second appointment in
order to receive medication, or assigning him to a special nurse-
manager who phones him with medication reminders—even if it
turns out that the doctor was wrong in his prediction of poor
adherence—does not strike us as biased.
Furthermore, we are skeptical that doctors, or most decision-
makers for that matter, act on inferences based on race alone. At
the very least, key elements in the doctor’s reasoning surely
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include observable phenomena as well: the patient’s general
demeanor and degree of engagement with the clinical exam and
history-taking, for example, complemented by the doctor’s exper-
ience with him. A patient who sees the same doctor from visit to
visit has the benefit of preservation of clinical information and the
opportunity to establish a rapport with him. 
Negative stereotypes, in the end, may best be addressed through
the self-correction that comes from calling attention to their exis-
tence. Journal clubs (weekly gatherings of medical professors and
trainees to discuss newly published research) and bedside teach-
ing rounds are good venues in which to develop the habit of 
being mindful of the complexity and subtlety of clinical discretion
and assumptions made within the doctor-patient relationship.
Compared to classroom settings, which have their place, rounds-
based discussions offer a more organic way of addressing the issue
because it is incorporated into day-to-day clinical routine. 
To our knowledge, there exist no systematic, prospective eval-
uations of physician decision-making in relation to patient race,
let alone of the clinical results of such decision-making. The
literature on medical stereotyping contains data that are indirect,
limited to interpretation of academic exercises that may have
heuristic value but are inadequate for drawing conclusions about
actual clinical encounters. 
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Is Geography Destiny?
If bias is not a driving force behind differences in health care,
what is? With most health care delivered locally—and with racial
and ethnic groups not evenly scattered about the country—it 
is imperative that researchers account for geography in evalua-
tions of health disparities. When they do, they discover that geo-
graphic residence often explains race-related differences in
treatment better than even income or education. One of the most
striking limitations of the IOM report is the absence of such 
an analysis.
Consider the concept of the “hospital referral region,” or HRR.
The Dartmouth Atlas of Health Care defines an HRR as a geo-
graphic area served by a major hospital equipped with compre-
hensive surgical capacity, also known as a tertiary care hospital.1
In the United States there are 306 HRRs, yet only 36 of them have
a nationally representative mix of residents. Among the rest, a
number have black population rates that are three to six times the
national average of 13 percent (see figure 1). Because health care
varies a great deal depending on where people live, and because
blacks are overrepresented in regions of the United States that are
burdened with poorer health facilities, disparities are destined to
be, at least in part, a function of residence.
Medicare datasets do not include geographic identifiers, so
geographic data are often lost to researchers who rely on these
sources. Consequently, as Amitabh Chandra and John Skinner of
Dartmouth College have observed, many disparity evaluations do
not sufficiently control for geographic variation among patients.2
This can produce misleading findings. 
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For example, assume black patients from two different cities—
city X and city Y—receive exactly the same care as white patients
from the same places. In city X, all patients receive suboptimal
care; in city Y, all patients receive excellent care. 
Now compare the care of all black residents of cities X and Y
with the care of whites from both cities. If the proportion of black
residents in the two cities is not identical, there will appear to be
FIGURE 1
Distribution of Black Residents Nationwide
SOURCE: Chandra and Skinner, “Geography and Racial Health Disparities.”
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racial differences in treatment even though blacks and whites
living in the same place receive the same care. Thus, if minority
patients are not randomly distributed throughout locations—only
6 percent of poor whites live in high-poverty neighborhoods
while 22 percent of Hispanics and 34 percent of blacks do—
geographic differences in utilization and health outcomes are
going to appear, analytically, as racial disparities.3 And researchers
who fail to control for location effects will interpret geographic
health disparities as racial disparities.4
As a rule, the quality of care received by blacks is inversely
related to the concentration of black residents in the local popu-
lation. For example, Baicker, Chandra, and Skinner found that
the frequency of annual eye exams in black diabetic patients cov-
ered by Medicare declined as the number of blacks in the local
population increased.5 Along these lines, blacks who lived in pre-
dominantly white HRRs received the same or slightly better eye
care than whites. Angus Deaton of Princeton University and
Darren Lubotsky of University of Illinois have found that at both
the regional and the metropolitan statistical area (MSA) level,
both white and black mortality rates are higher in areas where
blacks make up a larger portion of the total population.6 Similarly,
the Dartmouth group found significantly higher risk-adjusted
mortality following acute myocardial infarction in U.S. hospitals
that disproportionately serve black patients.7 In her study, Amber
Barnato and colleagues found that 1,000 of 4,690 hospitals
nationwide accounted for treating 85 percent of the black Medi-
care patients in 1994–95.8
The effects of location on health disparities have also been
studied using infant mortality rates. Jeannette Rogowski and col-
leagues at RAND used the rich Vermont-Oxford network dataset
to examine the effects of hospital quality on the mortality rates of
very low-birthweight babies, controlling for condition of the 
baby at birth (via Apgar scores) as well as other characteristics
such as gestational age, race, method of delivery, birth defects,
and prenatal care.9 The authors found that black babies were
more likely to be born in hospitals that primarily served minority
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areas (57 percent for black births, as compared with 18 percent
for white births). 
Thus, at a minimum, black and white babies are not being
delivered at the same kinds of hospitals. The characteristics of 
the hospitals serving these two populations also varied systemat-
ically. Black babies were significantly more likely to be born in
government-run hospitals that served a relatively high proportion
of Medicaid patients, and where doctors spent less time with
patients due to high patient volume (and for other reasons as
well). Further, the hospitals where black babies were born were
significantly less likely to have neonatal intensive care units or to
perform neonatal cardiac surgery. 
In the Rogowski analysis of twenty-eight-day infant mortality
rates, these hospital characteristics proved to be a significant
source of variation in the survival chances between white and
black babies. Babies born in minority-serving hospitals were 30 per-
cent more likely to die in the first twenty-eight days than those
born in hospitals that served few minorities (less than 15 percent
of patients), and this effect was quantitatively similar for both
white and black babies. 
Although not nearly as important as the minority-serving ver-
sus majority-serving distinction, many other hospital characteris-
tics that differed by race also proved significant in determining
mortality. For instance, having a neonatal intensive care unit that
performed cardiac surgery reduced infant mortality by 14 per-
cent, and being born in a government-run hospital raised mortal-
ity rates by 7 percent relative to a private, not-for-profit hospital,
and by 24 percent relative to a for-profit hospital. Again, these
results included controls for condition at birth, prenatal care,
maternal income and education levels, and gestational age.
Thus, by focusing on race we miss a very important cause of
health-care difference: geography. Where a person lives has a
much larger effect on how the medical system treats him.
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Role of Hospital Variation
As we have seen, regional differences in health care can be a signif-
icant factor influencing health disparities. Variation among hos-
pitals is another factor for which disparity studies often do not
control. Indeed, the studies below describe a pervasive trend:
Hospitals that treat greater numbers of minority patients generally
offer poorer quality service than those that treat fewer minorities.
In general, hospitals that perform a low volume of surgical pro-
cedures such as coronary bypass, gall bladder removal, or valve
replacement have higher mortality rates for the given procedure
than those that perform more. A 2002 study by John Birkmeyer
and others showed that black patients were more likely to be
treated at low-volume hospitals and more likely to die for that
reason.1 The crucial importance of volume has been underscored
by the Leapfrog Group (a coalition of more than eighty large pub-
lic and private insurance purchasers), which urges both patients
and payers to select hospitals that perform a certain minimum
threshold number of procedures per year.
Elizabeth Bradley of Yale and colleagues found that hospital-
to-hospital differences made a considerable impact on treatment
differentials in the case of suspected heart attack. The cohorts
included 37,143 patients receiving angioplasty at 434 hospitals,
and 73,032 patients receiving fibrinolytic therapy (medicine to
dissolve blood clots in coronary arteries) in 1,052 hospitals. Their
findings: “A substantial portion of the racial and ethnic disparity
in time to treatment is accounted for by the hospital to which a
patient is admitted, in contrast to differential treatment by race
and ethnicity inside the hospital.”2
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Within the region of New York City, Lucian Leape of the
Harvard School of Public Health and colleagues found that about
one-fifth of all patients who needed balloon angioplasty or bypass
graft did not get them, largely because the hospitals to which they
were admitted did not have onsite catheterization labs.3 The fre-
quency of failure to recommend these procedures and to transfer
patients to sites at which they could be performed was equal
across racial groups. Moreover, when patients were admitted to
hospitals with onsite facilities, there was no racial variation in the
rate at which the procedures were received.
Another study of New York State examined surgical complica-
tions by race. Using the 1998–2000 New York State Inpatient Data
Set, a team led by Kevin Fiscella of the University of Rochester
found that black patients had higher overall rates of postoperative
complications, especially thromboembolism (blood clot) and sep-
ticemia (infection). When they controlled for patient-level charac-
teristics (for example, presence of additional medical conditions)
and hospital features (size, number of full-time registered nurses),
racial differences in complications were “fully explained.”4
Blustein and colleagues at Columbia University assessed the fre-
quency with which whites and blacks patronized poorly equipped
hospitals.5 Following a cohort of 5,857 patients admitted to
California hospitals with acute myocardial infarction in 1991, the
authors found that white patients were more likely than blacks to
travel past community facilities that lacked catheterization labora-
tories to tertiary hospitals that had the technology available. 
A nationwide study of all Medicare patients treated in 4,690
hospitals between 1994 and 1995 for acute myocardial infarc-
tion (heart attack) revealed a similar finding. On average, black
patients went to hospitals that used evidence-based medical treat-
ments (that is, state of the art practices) less frequently and had
worse mortality rates (but higher rates of cardiac procedures, sug-
gesting better-quality surgical than medical care). “Incorporating
the hospital effect altered the finding of racial disparity analyses
and explained more of the disparities than race,” wrote Amber
Barnato of the University of Pittsburgh and her coauthors.6
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Once again, we find that minority patients receive different
treatments than whites primarily because they attend lower-quality
hospitals—a pattern that helps exonerate physicians from the
charge of systematic bias in their treatment of patients. Most likely,
this is a function of minorities’ disproportionate poverty or near-
poverty status. Studies comparing similarly disadvantaged blacks
and groups of whites (such as those clustered in poverty in
Appalachia and rural Maine) would underscore the primacy of
social capital (such as education and wealth) over race in the
receipt of care.
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Impact of Malpractice
Financial risk associated with doctor malpractice insurance—and 
its impact on physician workforce distribution throughout the
country—is another factor in access to care for minorities. Jonathan
Klick of Florida State University and Thomas Stratmann of George
Mason University examined the effects of medical malpractice
reforms on where doctors choose to practice over the period
1980–98.1 They discovered that states passing caps on noncompen-
satory damages in medical malpractice cases were more successful in
attracting doctors. Additionally, the increase in the number of doc-
tors practicing in these states appeared to have the largest effect on
underserved communities with large minority populations. 
This shows that when medical malpractice litigation risk
grows, the doctors who consider moving to another state in
response to that risk tend not to be those serving affluent, pre-
dominantly white communities. Doctors most sensitive to this
risk (and the concomitant increase in liability insurance costs, as
well as financial risk in general) are those with more modest
incomes who are serving or considering serving marginalized
communities.2 Consequently, liability protections should improve
access to care for individuals in these communities.
Klick and Stratmann go on to show that damage caps passed
by the state translate directly into improvements in the black
infant mortality rate. This is because doctors now have more
financial incentive to practice in underserved areas. The authors
found that enacting caps on noncompensatory damages at the
$500,000 level reduces the black infant mortality rate by 
sixty-seven deaths per hundred thousand births, a statistically
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significant result that implies a reduction in average black infant
mortality of about 7 percent. Increased access is likely to help
both white and minority residents alike, but because the minor-
ity residents make up a disproportionate share of the population
in these underserved areas, the effect will be to provide relatively
greater improvements in minority health.
These results are consistent with other research examining the
effects of increasing access to prenatal care generally. Lisa Dubay
of the Urban Institute and colleagues found that decreasing doc-
tors’ exposure to medical malpractice liability risk increases the
likelihood that mothers will receive prenatal care early in their
pregnancies.3 Though this effect is statistically significant for both
black and white mothers, the magnitude of the effect is much
larger for black mothers. Daniel Kessler of Stanford University
and colleagues also reported that tort reform increased physician
supply.4
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Patterns of Physician Use by Race
A central assumption that underlies the biased-doctor model is
that black patients are served less competently than white patients
by the same (white) physicians. But research by Peter Bach and
colleagues at Manhattan’s Memorial Sloan-Kettering Cancer 
Center and the Center for the Study of Health Care Change in
Washington has produced findings that cast doubt on that
assumption.1 The authors showed that white and black patients,
on average, do not even visit the same population of physicians—
making the idea of preferential treatment by individual doctors a
far less compelling explanation for disparities in health. They show,
too, that a higher proportion of the doctors that black patients tend
to see may not be in a position to provide optimal care.
The research team examined more than 150,000 visits by black
and white Medicare recipients to 4,355 primary-care physicians
nationwide in 2001. It found that the vast majority of visits by
black patients—80 percent—were made to a small group of
physicians—22 percent of all those in the study. Is it possible, the
researchers asked, that doctors who disproportionately treat black
patients are different from other doctors? Do their clinical qualifi-
cations and their resources differ?
The answer is yes. Physicians of any race in the study who dis-
proportionately treated black patients were less likely to have
passed a demanding certification exam in their specialty than the
physicians treating white patients. More important, they were
more likely to answer “not always” when asked whether they had
access to high-quality colleague-specialists, such as cardiologists
or gastroenterologists, to whom they could refer their patients, or
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to nonemergency hospital services, diagnostic imaging, and ancil-
lary services, such as home health aid.
These patterns reflect geographic distribution. Primary-care
physicians who lack board certification and who encounter obsta-
cles to specialized services are more likely to practice in areas
where blacks receive their care—namely, poorer neighborhoods,
as measured by the median income. Bach and his colleagues sug-
gest that these differences play a considerable role in racial dis-
parities in health care and health status. They make a connection
between well-established facts: that physicians who are not
board-certified are less likely to follow screening recommenda-
tions and more likely to manage symptoms rather than pursue
diagnosis. Thus, rates of screening for breast and cervical cancer
or high blood pressure are lower among black patients than
white, and black patients are more likely to receive a diagnosis
when their diseases are at an advanced stage. 
Limited access to specialty services similarly puts black
patients at a disadvantage. The Bach study is the first to examine
physicians’ access to specialty care and nonemergency hospital
admissions in light of the race of the patients they treat. That
capacities of doctors who treat black patients may account for
some part of the health gap was considered in a 2002 study by
researchers at the Harvard School of Public Health. The study
found that physicians working for Medicare managed-care plans
in which black patients were heavily enrolled provided lower-
quality care to all patients. Specifically, their patients were less
likely to receive the four clinical services the authors measured—
mammography, eye exam for diabetics, beta-blocker after 
myocardial infarction, and follow-up after hospitalization for
mental illness.2
A report in the American Journal of Public Health in 2000 found
that blacks in a sample of almost thirty thousand patients in New
York State undergoing cardiovascular surgery in 1996 had poorer
access to high-quality surgeons than did whites.3 Even among
patients at the same hospital, whites were treated by better-
performing surgeons, a phenomenon that may reflect some
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selection of patients by surgeons based on insurance coverage.4
Donald Gemson of the Columbia University School of Public
Health and colleagues showed that foreign-trained physicians and
doctors not board-certified were more likely to treat black
patients in New York City than to treat whites. They also found
that practitioners whose caseload was more than 50 percent black
or Hispanic were less likely to follow nationally recognized treat-
ment guidelines, such as recommending mammograms or flu
vaccinations for the elderly.5 Kevin Heslin of Charles R. Drew
University and his team showed a correlation between physicians’
experience in treating HIV and the race of their HIV patients, with
HIV-positive black patients more likely to be treated by physicians
less experienced with the disease.6
At the Center for Studying Health System Change in Washing-
ton, D.C., J. Lee Hargraves and colleagues used the Community
Tracking Study Physician Survey, a nationally representative study
of American physicians, to assess their abilities to obtain medically
necessary services for their patients.7 Physicians were asked how
often they could arrange referrals to specialists and inpatient
admissions for their patients. According to the survey, black
physicians were more likely to report difficulties admitting
patients to hospitals than white physicians, and Hispanic physi-
cians were more likely to report having a poor specialty-referral
network than white physicians. 
It is important to recognize that many of the physicians work-
ing in black communities are hardworking, committed individu-
als who earn considerably less than other doctors. As Bach’s team
notes, they deliver more charity care than doctors who mostly
treat white patients, and derive a higher volume of their practice
revenue from Medicaid, a program whose fees are notoriously
low. They are often solo practitioners who scramble to make good
referrals for their patients but are stymied by a dearth of well-
trained colleagues and by limited access to professional networks
with advanced diagnostic techniques.
While some might be willing to describe these access differen-
tials as “discrimination” in some broad sense, the solutions to this
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kind of problem are substantially different from remedies
premised on physician bias. Further, from a policy standpoint,
resources mistakenly devoted to mitigating the problem of indi-
vidual bias generally will not be available to improve access to
high-quality medical care for minority individuals.
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Patient-Side Factors Influence 
Health Disparities
So far we’ve examined differences among doctors and hospitals
serving minority populations that might account for race-related
treatment differences. But what about differences in the patient
populations themselves? 
Self-Care
Built into the biased-doctor model is an assumption that solutions
must come from providers and the system. To be sure, there is
always room for greater self-awareness on the part of practition-
ers and for quality improvement on the part of the system, but if
we fail to emphasize the role played by patients themselves, we
abandon any hope of narrowing the health gap. Simply put, dif-
ferent racial groups have different behavioral profiles, and con-
centrating on the patient’s side of decision-making is an essential
element of improving minority health. But, again, these differ-
ences are less a characteristic of race, per se, than class.
Poorer, less-educated individuals are more likely to engage in risky
behavior, such as smoking and excessive use of alcohol, and are less
likely to initiate health-conscious activities, such as dieting and exer-
cise.1 Among African-Americans, who as a group are disproportion-
ately poorer and less educated than whites, chronic conditions such
as heart disease, stroke, lung cancer, HIV, and diabetes, whose
progress can generally be arrested through self-care, represent major
causes of death.2 One-third of black women are obese, according to
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the Centers for Disease Control (CDC). They are nearly twice as 
likely as white women and more than five times as likely as Asian/
Pacific Islander women to be obese.3
A striking study by Ashwini Sehgal in The Journal of the American
Medical Association reveals the importance of self-care. The team ana-
lyzed the impact of a Medicare-funded quality-improvement initia-
tive on black-white differences in adequacy of hemodialysis, anemia,
and nutritional status. They discovered that the initiative was able to
equalize treatments that were simply given to the patient by medical
staff, such as hemodialysis. But when it came to conditions that
respond to self-care (such as anemia and other nutritional problems,
which require patients to eat better or take prescribed dietary sup-
plements regularly), the initiative was unsuccessful. It is important to
recognize that failures of self-care are not signs of bias in the health
care system. Poorer glycemic control among African-American pati-
ents has been documented in several cross-sectional population-
based samples.4
David Williams of the University of Michigan and Pamela Braboy
Jackson of Indiana University note that the prevalence of some dis-
eases—such as heart disease and cancer, which are chronic—differs
between blacks and whites, while that of others (such as pneumonia
and flu, which are acute) does not.5 The virtual elimination of dispar-
ities in treatment of common viral illnesses, they state, reflects several
factors: widely available and simple technology, such as immuniza-
tion, facilitated by Medicare and Medicaid; patient involvement that
does not demand high levels of motivation, knowledge, or resources;
and the fact that the intervention is applied only once. And, of course,
it is motivation, knowledge, and resources that all play a vital role in
decisions to exercise and to avoid certain foods, cigarettes, drugs, and
excessive alcohol, to adhere to treatment regimens, and to seek treat-
ment for medical care before illness becomes advanced.6
Health Literacy
Health literacy refers to the ability to understand written or spoken
health information and make informed decisions on the basis of it.
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According to the U.S. Department of Education, nearly half of all
American adults—ninety million people—have trouble reading
and thus are at risk for making poor health decisions. Forty million
adults scored at the lowest of five levels, level one, on the National
Adult Literacy Survey, and fifty million scored at level two.7
Compared to white adults, blacks were about three times as likely
to score at level one in prose skills, document reading, and quanti-
tative skills, and about 50 percent more likely to fall into level two.
In practical terms, these levels correspond to having trouble finding
two or more numbers on a chart and performing a calculation;
coordinating several bits of information from a single document; or
locating bits of information or numbers in a lengthy text. Poor
understanding of the importance of monitoring and lack of ability
to learn how to do it have obvious consequences for patients with
medical conditions that require ongoing self-management. 
Low literacy occurs disproportionately among the poor and
near-poor, the elderly, those living in the South and Northeast,
minorities and, of course, those with fewer years of education.
Language barriers contribute to poorer asthma management among
non–English-speaking Latino children compared to English-speaking
Latino, white, and black children.8 Most studies found that poor
adherence to medical regimens was linked to lower literacy and
levels of education. The idea that intelligence plays a role in health
differentials across a population has been examined as well.9
Literacy has consequences for health. In 2004 the Agency for
Healthcare Research and Quality reported that weak reading skills
and poor comprehension were linked to higher rates of hospital-
ization and use of expensive (and avoidable) emergency services.10
Poorly educated individuals less often obtained preventive services
like pap smears, mammograms, immunization, and testing for sex-
ually transmitted disease. Similarly, breastfeeding, an important
boost to the neonatal immune system, was found to be less com-
mon among less literate women. In its 2004 report, Health Literacy:
A Prescription to End Confusion, the Institute of Medicine similarly
concluded that there is a higher rate of hospitalization and use of
emergency services among patients with limited health literacy.11
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A number of investigators have found African-Americans in their
samples to be less well informed about procedures than white
patients. For example, researchers from the Cleveland, Ohio, Vet-
erans Affairs Medical Center approached nearly six hundred veter-
ans over fifty years of age who had moderate or severe osteoarthritis
to question their knowledge regarding hip or knee joint replace-
ment and their views on the postoperative course for joint sur-
gery.12 Black patients were significantly less likely than whites to
have more than high school education, to have had family or
friends who had had joint replacement, or to report a good under-
standing of joint replacement as a form of treatment, and they had
greater expectation of pain with the procedure.
Similarly, researchers at the Philadelphia Veterans Affairs
Medical Center conducted a survey of over six hundred patients
with pulmonary disease from three veterans hospital sites across
the country. They found that more blacks than whites (61 percent
versus 29 percent) maintained the folk belief that the spread of
lung cancer was accelerated when the tumor was exposed to air
during surgery and would oppose surgery because of this (19 per-
cent versus 5 percent).13 A study of patients with operable lung
cancer conducted at Detroit’s Henry Ford Health System found
refusal of surgery by black patients over three times more com-
mon than by whites. (Both whites and blacks were offered the
surgery at similar rates.)14 When angioplasty or bypass surgery
was recommended to 1,075 patients at a single tertiary care VA
hospital in New York City, the black patients were significantly
more reluctant to give consent than whites (15.4 percent versus
8.3 percent).15
Most data on health literacy reflect a given point in time—a snap-
shot, or cross-sectional, picture of health status and reading skill and
comprehension. There have been experiments in which some
patients, but not others, were randomly assigned to literacy pro-
grams, but such studies are usually short-term, use narrow process
measures (asking, for instance, did knowledge increase?) rather than
outcome measures (did health improve?), have small samples, and do
not analyze the data by the subject’s level of education. 
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Two major evaluations have focused on the role of education in
improving clinically relevant health outcomes. One, by Dana
Goldman and James Smith of RAND, examined large existing
datasets of patients with HIV/AIDS and insulin-dependent diabetes.
The researchers chose these conditions because although treatment
regimens are complex, they are effective if followed carefully.
In their appraisal of the data from the HIV Cost and Services
Utilization Study, Goldman and Smith found that 57 percent of
college graduates always followed their treatment plans, while
only 37 percent of high school dropouts did so. Income, insur-
ance, and disease status did not appear to affect treatment adher-
ence, while education level consistently mattered.16
The RAND authors also compared patient outcomes in the
Diabetes Control and Complications Trial, a large clinical trial in
which half the subjects with insulin-dependent diabetes were
randomly assigned to intensive intervention.17 They found that
self-management of disease varied greatly with the patient’s level
of schooling; compliance, in turn, had a meaningful impact on
patients’ overall health status. One group of subjects in the study
received treatment as usual, while the other was scheduled for
more frequent clinic visits and received frequent telephone con-
tacts. Within each group, subjects varied in their educational
attainment. When results were interpreted by level of education,
the least-educated were found to benefit the most—mainly
because the well-educated were already doing a good job of
adhering to their treatment plans. By following treatment-as-
usual protocols, Goldman and Smith predicted, health outcomes
of less-educated diabetics would deteriorate at a more rapid rate.
The second intervention evaluation, by Russell Rothman and
colleagues at Vanderbilt University School of Medicine, also found
that low-literacy patients benefited from intervention.18 The
researchers randomly assigned one group of patients with Type II
diabetes who had poor glucose control to either of two condi-
tions: usual care versus intensive, semimonthly contacts with a
diabetes case coordinator. During these contacts, patients in the
second group received ongoing education in identifying the
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symptoms of hyper- or hypoglycemia, simplified explanations
with visual aids, and repeated assessment of their comprehension.
After one year, the authors found that patients receiving the 
intensive-management program had superior outcomes. In par-
ticular, managed patients with low literacy and poor glucose
control fared better than their counterparts who received only
treatment as usual. (Those with high literacy had comparable
outcomes irrespective of whether they were managed.) Finally, lit-
eracy level appeared to be a more powerful predictor of who
would benefit from intervention management than race, income,
or clinical status.
Whether low literacy is a direct cause of poor health outcomes
is an intriguing question. The ability to read directions, calculate
intervals between medication doses, and understand the basic
physiology of one’s condition and the consequences of neglect are
surely useful, but as the Agency for Healthcare Research and
Quality points out, poor reading ability could also be a proxy for
poorer access to care, low conscientiousness, or low level of trust
in medical providers. And are these variables, in turn, markers for
adherence to treatment regimens?
In sum, there have been no studies to date that assess improve-
ment in health status as a function of improved literacy, or literacy
as a mediator of compliance in the context of race. It is reasonable
to expect that the health differential would shrink if minorities with
poor reading and comprehension skills benefited from such inter-
ventions as adoption of structured treatment plans and intensive
patient monitoring, but this remains to be demonstrated.
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Doctor-Patient Relationship
Miscommunication between doctor and patient or flawed infer-
ences on the part of the physician are often ascribed to unappre-
ciated cultural differences. Though difficult to quantify the extent
to which these lead to differences in treatment, common sense
dictates that better doctor-patient interactions lead to better care
and thus to better health outcomes. Efforts to enhance the rela-
tionship between doctor and patient are called “cultural compe-
tence” training. Does this approach work? How does a “culturally
competent” doctor differ from a humanely sensitive one? And
should patients see doctors of their own race, or just the most
competent doctor available, regardless of race? 
What Is Cultural Competence?
Cultural competence training is advanced as a remedy for mis-
communication between doctors and patients of different racial or
ethnic backgrounds. Half of all medical school programs offer cul-
tural competence teaching, according to a report in The Journal of
the American Medical Association.1
Cultural competence refers to a range of interventions. It can
include useful, practical accommodations intended to help health
providers care for unacculturated or immigrant populations—such
as translation services, or education of medical staff about local heal-
ing customs and commonly used remedies. But it can also entail
blatant racial sensitivity training. A sociologist writing in Academic
Medicine, for example, sees the need for such training in order to
DOCTOR-PATIENT RELATIONSHIP    49
counteract students’ tendency to “deny social inequality, or . . . dis-
advantages experienced by Others, but not the accompanying privi-
leges enjoyed by their own social group.”2 As promulgated by the
HHS Office of Minority Health, cultural competence standards entail
provision of language and “culturally appropriate” services, along
with an injunction that clinical staff training should include discus-
sion of the impact of “race and racism . . . on access to care, service
utilization, quality of care, and health outcomes.”3 The standards for
medical school accreditation, as put forth in 2003 by the Association
of American Medical Colleges, require medical students to “learn to
recognize cultural biases in themselves and others.”4
At its most constructive, cultural competence is a variant of
standard training in doctor-patient communication—a course
that is required by all medical schools within the first two years of
study. Joseph Betancourt, a physician at Harvard Medical School,
describes an enlightened form of cultural competence that has
“evolved from the making of assumptions about patients on the
basis of their background to the implementation of the principles
of patient-centered care, including exploration, empathy, and
responsiveness to patients’ needs, values, and preferences.”5
In our view, Betancourt is simply describing the competent
care that all patients, irrespective of racial or cultural identity,
deserve. Consider Betancourt’s description of an elderly Italian
woman whose son asked the surgeon not to reveal to his mother
that she had cancer because the knowledge would “kill her.” The
doctor explored the reason for secrecy and was able to negotiate
with the son a comfortable way to inform the mother. In another
scenario, a Hispanic woman suffered from hypertension that
remained under poor control for two years despite various trials
of antihypertensive drugs. When her doctor finally asked her
about her understanding of the problem of high blood pressure,
she told him that she could “feel” when her pressure was high,
and that’s when she took the medication. The doctor was then
able to educate the patient how to take her pills correctly. 
We wholly endorse the principles of cultural competence as 
set forth by Betancourt. What we question is the wisdom of
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”ghettoizing” cultural competence as a discrete didactic enterprise
outside of standard doctor-patient relationship training. Indeed,
these two cases were resolved using techniques that doctors
should use with any patient—though they are especially likely to
be called upon when patients are unsophisticated about health
matters—but they do require time, unfortunately a scarce
resource in many clinical settings. The common-sense approaches
described by Betancourt transcend race and ethnicity. There was
nothing particularly “Italian” or “Hispanic” about the clinical
puzzles presented. In fact, some observers worry that cultural
competence could deteriorate into an oversimplified paint-by-
numbers affair that purports to teach students and physicians
“how to treat” African-Americans, Asians, Latinos, and others.6
Others recoil at the specter of a clinical milieu in which black
patients will be assigned to black doctors, gay patients to gay doc-
tors, and so on.7
There is no better way to affirm the universal principles of
doctor-patient interaction than to consider the kind of pairing
that happens in about one in five clinical encounters: the foreign
doctor and the American patient.8 This challenges the very
premise upon which traditional cultural competence is based: the
biased (white) doctor model. 
In a moving essay, Alok Khorana, an Indian physician practic-
ing in New York State, reflects on his experience caring for an 
elderly black man.9 When he reaches an impasse with the family
regarding transfer to hospice, Khorana worries that his previously
trusting relationship with them has faltered because, perhaps,
“they [were] thinking of me as, well, white.”10 He asks a nurse for
help and she—a white woman—rather easily works with the fam-
ily to accept hospice care. At first, Khorana is taken aback by her
success, but after the nurse explains how she approaches “families
we see that are struggling with this, black or white,” Khorana
remarks to himself, that “after all my handwringing and ruminat-
ing on race and race concordance, race was, at least in this case,
a red herring.”11 In other words, the fact that Khorana was not
black himself (he seemed to think that the family regarded him as
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“white”) probably had little to do with his inability to engage the
black family. Whatever the obstacle, it was not the mismatch
between his race and the patient’s family.
Racial Concordance and Preference
If the clinical encounter is marred by cultural misunderstand-
ings, will disparities in treatment and outcome be reduced if 
doctor and patient are of the same race or ethnic background?
The premise that such concordance between patient and doctor is
important to the resolution of disparities has prompted calls for
using race as a medical school admission criterion.12 But what
evidence exists to affirm the benefits of concordance? 
First, what do we know about patients’ preferences for same-race
physicians? According to a 1994 Harris poll for the Commonwealth
Fund, race does not play an especially large role in patients’ atti-
tudes about their doctors. When asked to cite the factors that
“influence your choice of doctor,” the physician’s “nationality/race/
ethnicity” ranked twelfth out of thirteen possible options.13 Just 
5 percent of whites and 12 percent of minorities said it was impor-
tant. A greater proportion of Asians, 28 percent, rated race/ethnicity
as important, probably owing to language barriers.14 Even so, over
60 percent of white, black, and Hispanic respondents said they did
not consider the doctor’s ability to speak their language particularly
relevant to their choice of doctor.15
For the entire sample of four thousand respondents, factors
such as ease of getting an appointment, convenience of the office
location, and the doctor’s reputation were most influential, cited
by about two-thirds.16 In some cases, concordance is most likely
an accident of location, as minority physicians are more likely
than white physicians to reside near and disproportionately prac-
tice in minority neighborhoods.17 When Commonwealth respon-
dents who expressed dissatisfaction with their regular doctor were
asked for details, only Asians claimed that race or ethnicity was
the problem. (And the percentage was small—only 8 percent of
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all Asian respondents.18) Among the subset of the entire sample
who said they “did not feel welcome” at their doctor’s office, a
mere 2 percent of African-Americans and Hispanics and 4 percent
of Asians attributed the discomfort to racial-ethnic differences.19
The main complaint of almost all groups was the doctor’s “fail-
ure to spend enough time with me.”20 And of those who were dis-
satisfied enough to change doctors, only 3 percent of Asians and
2 percent of blacks did so on the basis of the physician’s race or
ethnicity.21 The most common complaints were “lack of commu-
nication,” “didn’t like him or her,” “couldn’t diagnose problem,”
and “didn’t trust his or her judgment.”22 Less than 1 percent of
those who said they had limited choice about where to get care
attributed that constraint to racial or ethnic discrimination.23
In focus groups commissioned by the Henry J. Kaiser Family
Foundation, discussions revealed that “the most common form of
discrimination described by minority consumers was not racial
[or] ethnic, rather it was discrimination based on the ability to
pay for health services.”24 A 1999 survey by the foundation
queried almost 3,900 people about their doctors. Around 85 per-
cent of whites, African-Americans, and Latinos rated their doctors
as good or excellent.25 Whites and blacks were about equal in
answering “yes” when asked whether their clinicians paid enough
attention to them (89 and 87 percent, respectively), though
slightly fewer Hispanic patients said so (80 percent).26 One in five
black individuals preferred a doctor of his own race, while 12 per-
cent did not want doctors of their own race.27 Among Hispanics
polled, 28 percent wanted doctors of their own race, and 17 per-
cent said they did not. In a much smaller survey sponsored by
Morehouse College of Medicine in Atlanta, 28 percent of the 251
African-Americans surveyed “considered it important that their
doctor be of the same ethnic group as themselves.”28
Studies of concordance do not show consistently positive
effects of doctor-patient matching on various measures of care.29
Only a handful of studies have been devoted to the question of
whether patients’ outcomes are better if they and their clinicians
are of the same race. Many of these studies were conducted with
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psychiatric patients, and most showed that clinicians’ race had a
minimal impact on how black patients fared in their treatment
and recovery.30 One large study that appeared in the journal
Psychiatric Services involved more than 1,700 homeless individu-
als participating in an intensive services program. Each person
was randomly assigned a case manager with whom he worked
closely. Over the course of a year, improvement in dimensions like
the number of days a patient worked at a job, whether he had
drug problems, and the number of days he spent homeless bore
no relationship to whether he and the case manager were of the
same race.31 A recent study from the University of North Carolina
found that physician race had little effect on the successful man-
agement of high blood pressure in elderly black and white
patients. Seeing the same physician, however, was a key factor in
good outcome.32
Other researchers have looked at the doctor-patient relation-
ship in a different way. In one recent study, led by Lisa Cooper-
Patrick of Johns Hopkins University School of Medicine and
published in The Journal of the American Medical Association,
patients gave their doctor visits a “participation score” based on
the frequency with which they felt the doctor involved them in
treatment decisions. Cooper-Patrick reports that black patients
rated their visits as more “participatory” when their doctors 
were black.33
A closer look at the Cooper-Patrick data, however, leaves one
unsure about its clinical significance. In particular, patients rated
their interactions with same-race physicians (a participation score
of 62.6 out of a possible 120) as barely different than interactions
with different-race physicians (60.4 out of 120).34 Using the same
survey instrument, Kaplan and colleagues discovered that minor-
ity patients who saw minority doctors had lower scores on the
questions of participation that those who saw white doctors.35
Evidence that race concordance between patient and physician
improves care is, at best, inconsistent. One of the most effective
ways to enhance the doctor-patient relationship is for doctors to
spend more time with each patient. In her study, Cooper-Patrick
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found that the amount of time the doctor spent with the patient
was linked to higher participatory ratings comparable to the rat-
ings given by the patient when his race matched his doctor’s,
while Kaplan observed that the amount of time the patient spent
with the doctor helped determine the participation score.36 In the
latter study, visits of less than twenty minutes were found to be
too brief to involve patients in treatment decisions. In another
analysis led by Kaplan, physicians who had “high-volume” prac-
tices were rated as less participatory than those who saw fewer
patients but spent more time with each.37 Given the value
patients place on face-to-face time with their physician, no matter
what his race, the real problem seems to be that an average pri-
mary care visit is fifteen minutes for everyone—rather than its
being a few minutes shorter for black patients.38
Other standard features of a good doctor-patient relationship
include sustaining eye-contact, minimally interrupting the patient
when he is speaking, offering careful explanations of treatments
and options, encouraging patients to ask questions, and so on.
The physician must be alert to the idea that a patient’s culture
might interfere with the interview or willingness to accept care
(for instance, some patients of Asian descent may be reluctant to
make eye-contact), but unless he regularly serves patients of par-
ticular backgrounds, the physician cannot be expected to know
idiosyncrasies of multiple groups. 
Furthermore, sex, age, social class, and education make a big dif-
ference in concordance of doctor and patient medical knowledge.
Take the example of black pediatrician Lynn Smitherman, who
wrote a paper in Pediatrics entitled, “Use of Folk Remedies Among
Children in an Urban Black Community: Remedies for Fever, Colic
and Teething.”39 On a radio show she explained that she wrote 
the paper because she hadn’t heard of any of the remedies—her
mother and grandmother did not use any with her when she was a
child—and assumed that many of her colleagues might not be
familiar with them either. Similarly, many black trainees or physi-
cians may not be any more aware of certain folk beliefs than
whites—for example, the notions that air causes a cancer to spread,
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that the devil can cause a person to get cancer, or that chiropractic
is an effective treatment for breast cancer.40 Clearly, not all black
Americans share the same cultural experiences. 
Finally, the patient has a role in facilitating his care. The doctor
can encourage patients who are less educated, unfamiliar with
clinical encounters, or reticent during visits to bring advocates 
or family members with them.41 Educational modules that
prepare and coach patients to ask questions and present infor-
mation about themselves to their doctors are promising where
implemented.42
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Conclusion
To return to the question we posed at the beginning—would a
white and black patient arriving at the emergency room receive
the same care?—we see that the question itself (at least as it is
commonly understood) is flawed. The question presumes that
black and white patients frequent the same health-care services,
carry the same insurance coverage, and have identical health
conditions—yet the data reveal that often they do not. 
The most obvious and influential causes of these disparities
reside in the differing health resources available to blacks and
whites, including the quality of the physicians who treat them.
These features place the emphasis on aspects of the health-care
system in generating race-related differentials in treatment and far
less so on clinically unjustifiable differences in treatment of white
and minority patients by a given physician. 
Meanwhile, true physician “bias” is very difficult to measure
and define (since rational inferences are not the same as genuine
prejudice). The Institute of Medicine panel might well have come
to that conclusion itself had Congress directed it to evaluate the
relative contributions of geographic, demographic, social, and
economic factors in explaining discrepancies in care and out-
comes. With that charge, the panel might well have come to a
similar conclusion about the contribution of bias and the dubious
value of emphasizing its role in maintaining the care gap and try-
ing to combat it.
But if physicians cannot fairly be accused of bias, does this just
shift the charge of bias to the health-care system? In other words,
do black patients receive poorer care because they are black or
CONCLUSION    57
because they have disproportionately lower incomes and social
capital (for example, less capacity for negotiating complex sys-
tems) than whites—and are thus disproportionately mired in
systems that are underfinanced? 
The most recent report from the Agency for Healthcare Research
and Quality suggests this is so. It examines, separately, quality by
race and quality by income.1 It says that “remote rural populations”
receive poor care, and “many racial and ethnic minorities and per-
sons of lower socioeconomic positions” receive suboptimal care.2
But a better test of the class-trumps-race hypothesis would be to
compare the quality of care received by poor whites clustered in a
particular geographic area, for example, Appalachian populations,
to that received by poor blacks who are clustered, for example, in
southeast Washington, D.C. If, after accounting for regional differ-
ences in practice or in health-care financing, comparable (and sub-
optimal) care were demonstrated, this would provide powerful
support for the idea that systems serving poor people, irrespective
of race, provide lower-quality care. Until such data are published—
surprisingly we could find no reports on care of low-income whites
versus low-income minorities—the allegation of racial bias in the
system is unsupported.3
Fortunately, policymakers are attuned to the quality problem
and are grappling with it on several fronts, including the promo-
tion and spread of information technology, performance enhance-
ment of medical systems, outcome-based reimbursement to
providers, and provider incentives (including malpractice reform,
tax breaks, and assertion of market mechanisms that, among
other things, reward physicians for the time they spend with
patients).4 They also recognize that low-income patients benefit
from a strong safety net provided by the federally funded com-
munity health-care system (guaranteeing a usual source of care);
grassroots outreach through black churches, social clubs, and
worksites; patient “navigators” to help negotiate the system;
language services; and efforts to get more good doctors into
distressed neighborhoods.5 Seemingly simple innovations, such
as clinic night hours, could be a great boon to patients with
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hourly-wage employment who risk a loss of income, or even their
jobs, by taking time off from work for doctors’ appointments. 
Much has been made of the need for greater sensitivity in the
doctor-patient relationship.6 Common sense dictates that patients
benefit when they trust their physicians and interact with them
productively. But the remedies for unsatisfactory doctor-patient
relationships do not reside in racial sensitivity training for health-
care professionals, or the specter of Title VI litigation. 
Rather, the true remedies to these problems would be fostered by
the opportunity for the patient to see the same physician on each
visit with ample time to discuss problems, and to be seen by a
physician who, as Betancourt put it, engages in “exploration, empa-
thy, and responsiveness to patients’ needs, values, and preferences.”
Ultimately, improvement in the quality of care and self-care
would elevate the status of minority health appreciably. But the
greater public-health good would be served by applying these goals
to all underserved people, rather than focusing on minorities. By
focusing on those with the worst health, as Stephen Isaacs and
Steven Schroeder have pointed out, the targets of intervention will
still turn out to be poor minority groups, but they will include
lower-class whites as well.7 For example, establishing screening (for
cancer, diabetes, or hypertension) or wellness-education programs
in benighted areas such as southeast Washington, D.C., or the
Watts neighborhood of Los Angeles would benefit all residents and
would shrink overall racial differentials in health outcome because
they would disproportionately target minorities. 
Targeting the underserved also changes the metric by which suc-
cess is measured. That is, instead of trying to equalize the use of pro-
cedures and treatments in minorities versus whites, the goal should
be high-quality care for everyone. As Baicker and Chandra point out,
this makes sense for interventions that are considered effective pre-
ventive care, such as mammograms for women over fifty and eye
exams for diabetics.8 Indeed, this is exactly what Trivedi’s study
showed. His data, collected before deliberate efforts to reduce gaps in
preventive care had begun, showed that quality improvement in gen-
eral helped black patients disproportionately.9 In contrast, for costly
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procedures whose administration depends partly on patient prefer-
ence and whose “correct” rate of use is unknown, the goal should be
for each patient in need to be well-informed and have choices of
high-quality treatment.
Perhaps one of the most important factors in health disparities—
self-care—does not depend much on health systems, except, per-
haps, as vehicles for education. As Isaacs and Schroeder point 
out, medical-care failures have been estimated to account for only
about 10–15 percent of premature deaths.10 It is behaviors such
as smoking, excessive alcohol use, unhealthy dietary patterns,
and lack of exercise that figure so prominently in the development
and course of chronic disease. In this arena, too, the influence of
class outstrips race. Along these lines, Avis Thomas of the
University of Minnesota and colleagues have found that after
adjustment for income and risk factors such as blood pressure,
cholesterol, and smoking, the rate of coronary heart disease in
blacks and whites becomes equal.11
Words such as “prejudice,” “bias,” and “discrimination” are
charged and divisive. Civil rights advocates talk about the linger-
ing shadow cast by troubled race relations on the health-care
system. Yet, paradoxically, health campaigns that seek to educate
about alleged bias of physicians will only inflame the mistrust that
some minority patients already harbor. Concentrating on improv-
ing the health of all underserved Americans is the most fair and
efficient public health agenda.
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